conducted a study and compared 50 sessions of ST with the clarification oriented psychotherapy (CAP) and treatment as usual (TAU) in patients with cluster C personality disorders (e.g. paranoid, histrionic or narcissistic personality disorders). According to results, there were significant differences in terms of outcome and dropout rates between the treatment conditions. Firstly, greater proportion of ST patients recovered compared to TAU and COP and secondly dropout rate was significantly lower in ST and COP treatment conditions compared to TAU. In a different study, ST was superior to transference-focused psychotherapy (TFP) in borderline personality disorder (BPD) patients (Giesen-Bloo et al., 2006) . In this study, Giesen-Bloo et al. randomly assigned BPD patients into ST (n=44) and TFP (n=42) treatment conditions which longed three years. At the end of three years, there were significant improvements in both treatment conditions yet survival analysis established that significantly more ST patients recovered or showed reliable clinical improvement. Additionally, the dropout rate was significantly lower in ST patients. In Nadort et al.'s (2009) study, the authors added therapist telephone availability to standard ST implementation for BPD patients in regular mental healthcare setting to improve the effectiveness of psychotherapy and compared it with standard ST. In general, sixty-two patients treated in this study and ST intervention was effective but therapist telephone availability did not increase the effectiveness of standard ST intervention. After 1.5 years 42% of the patients were no longer met the diagnostic criteria of BPD and the dropout rate was 21%.
Additional to aforementioned studies which were included individual psychotherapy interventions, there were two other studies which tested the effectiveness of schema focused group psychotherapy in personality disorders. In Farrell et al.'s (2009) study, the authors did a randomized control trial to test effectiveness of group implementation of ST in outpatient setting for BPD patients. The treatment included thirty sessions of group ST added to TAU. Thirty-two patients randomly assigned to TAU or ST + TAU groups. The results showed that at the end of the treatments 94% of ST + TAU patients and 16% of TAU patients were no longer met BPD diagnostic criteria. Twenty-five percent of the TAU patients dropped out while all of the ST + TAU patients stayed at the treatment. In a recent study, Schaap et al. (2016) evaluate the group ST for patients with personality pathology (i.e. 21.4% were BPD and 42.9% were nonspecific personality disorder patients) in inpatient setting. There were 65 patient at the beginning of the study. The patients did not benefit to previous psychotherapy interventions for their conditions. The treatment included twice sessions in a week for about 12 months. Forty-two of the patients completed the treatment and the dropout rate was 35%. According to the results, there were significant improvements regarding to maladaptive schemas and coping styles, schema modes, mental well-being, and psychological distress.
As discussed above, the findings of these studies reveal that ST has been important alternative for treating personality disorders that are prevalent and challenging mental health conditions. According to Torgersen (2005) , 10-14% of the general population suffers from personality disorders. That study found a variation among other studies of 3.9-22.7%. The prevalence of personality disorders across psychiatric patients reaches almost 31% (Zimmerman, Rothschild, & Chelminski, 2005) . By their nature, personality disorders and, in general terms, personality pathologies may reduce an individual's life quality and psychological well-being, as well as a community's functionality (Ishak et al., 2013) . Among personality pathologies, while BPD has received more attention due to the difficulty of its treatment, other personality disorders also have direct and extensive effects on human beings and communities as a result of persistent and pervasive behavioral and emotional patterns of these personality traits.
In contrast to early studies and related thinking on the limitations of psychotherapy treating patients with personality disorders because of intrapersonal and interpersonal dysfunction (Diguer, Barber, & Luborsky, 1993; Ishak et al., 2013) , recent evidence has shown that psychotherapy can be effective and efficacious in treating these conditions (Dixon-Gordon, Turner, & Chapman, 2011) . Despite the changes in view of the treatment of personality disorders, it might still be as a challenging endeavor. The clinical complexity of personality disorders can be burdensome for psychotherapists and can even cause burnout (Rossberg, Karterud, Pedersen, & Friis, 2008) . Individuals with a personality disorder present a variety of challenging behaviors that can be difficult to handle (Dixon-Gordon et al., 2011) . Along with those personality traits included in personality disorders, comorbidity is also a critical issue. Both Axis I disorders and other medical conditions can co-occur (Frankenburg & Zanarini, 2006) , which makes treatment more difficult as a consequence of complex treatment targets, formulation and prioritization issues. The need to develop innovative psychotherapy approaches for treating personality disorders, and at the same time establish a flexible and satisfying therapeutic environment for the psychotherapists, has consequently been raised. Due to its firm theoretical background, flexible structure and therapy relationship; adaptation of broad cognitive, emotional, and behavioral techniques, ST can be considered a solution, having been shown to be an effective treatment for personality disorders in both individual and group psychotherapy (Bamelis et al., 2014; Farrell, et al., 2009; Giesen-Bloo et al., 2006; Nadort et al., 2009; Schaap et al., 2016) .
Nevertheless, dropout is still a problem, even for highly effective psychotherapies. Despite the emerging positive findings related to psychotherapy for almost all psychiatric conditions, some patients may not benefit from psychotherapy as a consequence of dropout. Various diagnosis and treatment approaches have shown varied results concerning dropout rates. One of the earliest findings suggested dropout rates between 31 and 79% (Baekland & Lundwall, 1975) . In Wierzbicki and Pekarik's (1993) meta-analysis, this rate was almost 47%.
In another meta-analysis study, which included patients with Axis I and Axis II disorders, the overall dropout rate was 35.3% (Sharf, 2008) . In a more recent and rigorous study, Swift and Greenberg (2012) concluded the weighted mean dropout rate was about 19.7% in a metaanalysis that included 669 studies featuring 83,834 patients with various psychological conditions. According to Swift and Greenberg, the only moderators related to the dropout rate were diagnosis and patient age. In the case of personality disorders, this dropout rate increased to 25.6%. More specifically, Barnicot, Katsakou, Marougka, and Priebe (2011) conducted a meta-analysis of treatment completion of BPD psychotherapy. Although completion rates were differ between 36% and 100% in studies, the authors found that approximately 25% of the patients dropped out in short term treatments (<12 months) and 29% dropped out in long term treatments (>12 months). In McMurran, Huband, and Overton's (2010) study, the median dropout rate was 37% for personality disorders and 40.8% in a recent study by Gamache, Savard, Lemelin, Cote, and Villeneuve (2018) . As can be seen from these studies, personality disorders have a greater risk of dropout. Psychotherapy dropout can be labeled differently -such as premature termination, attrition, etc. -but however termed, the indicators are the same: not showing up to the last appointment, therapist judgement, attending fewer then the specified number of therapy sessions, not completing the treatment protocol, and leaving the therapy before a clinically significant change occurs (Swift & Greenberg, 2012) . Regardless of the reason behind it, dropout is an important risk factor for patients, therapists, and societies: while therapists might lose time and face overwhelming sense of failure, institutions might lose time/sources and money. Despite high prevalence and negative consequences, underlying factors in dropout are still controversial. Along with patient characteristics such as diagnosis and comorbidity, there were other variables discussed in the literature regarding the psychotherapy dropout. For instance, although some studies reported that therapists' level of experience was related to dropout (Baekland & Lundwall, 1975) , some others did not (Krauskopf, Baumoardner, & Mandracchia, 1981) . Akin to patients the most consisted variable in the literature was social-economic status (SES, Swift & Greenberg, 2012; Wierzbicki & Pekarik, 1993) . According to the consisted findings, lower SES can be a risk factor for dropout. More recent studies found that matching with the patients' preferences (i.e., therapy setting and therapy modality) are related to lower dropout rates (Swift, Callahan, & Vollmer, 2011) . Moreover, a line of research has investigated the relationship between dropout rates and therapeutic relationship. In Roos and Werbart's (2013) review, some variables such as the quality of the therapeutic alliance and the ability to provide emotional support were found to be affecting the dropout rates.
The purpose of this study was to evaluate the dropout rates of patients with personality disorders undergoing ST treatment. Although there have been studies analyzing the weighted mean dropout rates for personality-disorder treatments, no study has yet calculated the overall dropout rate in ST specifically. By conducting a systematic review of the literature, a weighted mean dropout rate was calculated from other ST studies. The results of this evaluation might help to compare ST with other psychotherapy approaches for personality disorders and with the broader picture of psychotherapy dropouts.
Materials and Methods

Literature search
A systematic search of the current literature was conducted on ProQuest, PsychArticles, PsychInfo, MED-LINE, Scopus, and Web of Science, following no time restriction of publication. The systematic search was carried out using a combination of the following words: schema therapy, schema focused therapy, dropout, premature termination, and attrition. Further to the database search, available references were manually searched.
The research included in this study must have (i) included participants who have personality disorder(s) and/or personality disorder traits, (ii) used an adult sample, (iii) involved face-to-face individual and/or group psychotherapy, (iv) been an empirical study, (v) been mainly based on ST (primary intervention must be either individual or group ST), and (vi) been available in English. Case studies and systematic case studies were excluded. The reason to loosen the inclusion criteria was to obtain an extensive and general picture of dropout in ST. From the search, 360 articles were found. After excluding duplications and articles that did not meet the inclusion criteria, eight studies were included in the present study.
Considering that these studies were not identical and dropout rates could vary, a random effects model was used to calculate the weighted mean dropout rate. The analysis was conducted using the open source meta-analysis software, Open Meta[Analyst] (Wallace et al., 2012) . Only therapy setting (inpatient & outpatient) treated as a potential moderator variable because there is insufficient information in studies.
Results
A summary of the eight studies included in the current study is presented in ST in three studies; one study implemented a combination of individual and group ST. Among 421 participants who had individual and/or group ST, 109 participants dropped out. Across all the studies, the weighted mean dropout rate was 23.3%, 95% CI (14.8-31.7%). The analysis indicated a significant heterogeneity among the studies Q(7) = 31.5, p < .001, I 2 = 77.8. The forest plot is presented in Figure 1 . A subgroup analysis conducted for therapy setting variable with applying a random effects model. The dropout rate of inpatient setting (27%, 95% CI: 9-44%, Q(1)=3.9 p=.048) was higher than the outpatient setting (22%, 95% CI: 12-32%, Q(5)=24.9, p<.001).
Discussion and Conclusions
The 23.3% weighted mean dropout rate of this study shows that almost one in four patients in ST treatment has the potential drop out. Although this dropout rate and its CI levels suggest that the ST-patient dropout rate may not significantly differ from patients in general psychotherapy (Swift and Greenberg, 2012) and BPD patients in some studies (see Barnicot et al., 2011) , it is significantly lower when compared to the studies by Sharf (2008) , McMurran et al. (2010) and Gamache et al. (2018) . The dropout rates in these studies ranged between 35.3-40.8%. Although the current study's dropout rate may look similar to Barnicot et al.'s (2011) results in patients with BPD (the completation rate was 71%, CI: 65-76%, for relatively long-term interventions), we can still speculate that the present study has more favorable dropout results in terms of rate and confidence interval.
Possible explanations for the differences between the current study and previous studies could be related to study sample characteristics, such as problem severity and age. Further, the included number of studies (eight) is relatively low. Additionally, some aspects of orientations might be significant moderators for dropout rates. For example, as suggested widely in the literature, therapeutic alliance is one of the most important and robust predictor of psychotherapy outcome as well as dropout (Horvath, Del Re, Flückiger, & Symonds, 2011; Sharf, 2008) and it is a vital element of ST (Weertman, 2012; Young et al., 2003) . In Spinhoven, Giesen-Bloo, van Dyck, Kooiman, and Arntz's (2007) study, therapeutic alliance and other specific ST elements such as mode approach, interacted with each other to facilitate outcomes. In practice, a schema therapist might use mode approach that includes cognitive, behavioral, and experiential techniques, combining with limited reparenting and empathic confrontation to achieve better results via therapeutic relationship. To conclude, this lower mean dropout rate might be interpreted in favor of ST. Further studies could test this hypothesis by including therapeutic alliance as a moderating variable and compare ST with other specific treatment approaches. To be able to this, studies also should consider including and reporting results related to therapeutic alliance variable.
In the current study, the heterogeneity of the results may suggest that there could be moderator variables related to these dropout rates that need to be taken into consideration. Nevertheless, the number of the studies that included ST and personality disorders is limited and the information in them is not sufficient to conduct further analysis related to moderators of dropout rate. Accordingly, the studies could not manage to consider the possible moderator variables that were discussed in the literature such as SES, quality of therapeutic alliance, and therapists' level of experience. This problem inevitably affects the current study. There were also problems relating to reporting the study design and results. It would be informative, and may thus provide a more comprehensive view, if researchers described the characteristics of the dropped-out groups. Only a few studies reported this information. Nevertheless, therapy setting analyzed as a categorical moderator variable. Similar to Swift and Greenberg's (2012) limiting clinicians to adapt ST practice to each patient's unique characteristics and needs. However, the results should be evaluated cautiously because of the limited number of studies included. Further, this study did not aim at running a rigorous meta-analysis to obtain results for dropout rates in ST. Rather, the purpose of the study was to present a descriptive picture to understand ST's position among other psychotherapy approaches in the context of personality-disorder treatment. In accordance with this, the inclusion and exclusion criteria were not robust. Although the current study did not take into consideration the effectiveness of the treatments offered in the studies, the obtained information suggests that ST is an effective and promising treatment approach for the personality disorders in both individual and group formats. According to Lana and Fernandez-San Martin (2013) , almost 40% of the BPD patients wishing to enter a specific treatment could not benefit from that treatment. Half never began treatment, while the other half did not respond to the treatment. Considering this as a starting point for attracting those who require treatment for personality disorders and for keeping patients in the treatment process and providing effective treatment, ST is a suitable option.
In spite of the promising results in this study in favor of ST, researchers and clinicians should also consider some limitations, such as the heterogeneity in the personality disorder diagnoses, the relatively small sample size, and the lack of a robust methodological design.
